By HERBERT R. SPENCER, M.D. a THE specimen exhibited consisted of a suppurating ovarian tumour with cedematous omentum which was adherent over an area showing a perforation through which the purulent contents had leaked, causing sloughing of the under surface of the covering omentum. An inch from this perforation was a second smaller perforation which had communicated with an adherent coil of small intestine, the mesentery of which was P5 cm. thick.
The cyst was as large as a football, but had shrunk much owing to its preservation in spirit. It was multilocular, but mainly consisted of one large cyst, and was covered with adhesions; a secondary cyst was examined under the microscope and was found to be lined with a single layer of short columnar epithelium. The vermiform appendix had its wall and mesentery thickened by inflammation and showed a bloodstained inflammatory mass adherent to its tip. The excised knuckle of small intestine was 2'5 cm. long; its wall and mesentery were much thickened, and on its peritoneal surface was a deep, sloughy ulcer which had perforated into the intestine by a small hole covered with lymph on the mucous surface (see fig.) .
The patient from whom the specimen was removed (L. L., a widow, aged 42) was admitted to University College Hospital on February 15, 1909, complaining of a lump in the abdomen which had been present for ten years, pains in the chest for three weeks, and flooding nine days before admission. Menstruation began at the age of 17, was regular every four weeks, and lasted for three days. Five years ago it became profuse, but for the last four years she had seen nothing till the flooding nine days ago. She had had an attack of pleurisy fifteen years ago, and had had " fever " at King's College Hospital at the age of 11. Married ten years ago, she had never been pregnant.
On admission the patient was extremely ill, having the hebetudinous appearance of one suffering from typhoid fever; the complexion was sallow, the temperature was 99.60 F., the pulse 96, small. There was a smooth, fluctuating abdominal tumour rising out of the pelvis to a height of 11 in. above the umbilicus, movable laterally, and not tender. Some large veins were visible in the abdominal wall on the right side; there was no free fluid in the abdomen. There was no swelling in the pelvis. The cervix was small, atrophied, and situated high up in the ,middle of the pelvis. The body of the uterus could not be felt, but the cervix moved with the abdominal tumour. The breath-sounds were weak; a few scattered rhonchi, but no crepitations, could be heard.
The case was diagnosed as a suppurating ovarian tumour; but, as the patient looked as if she had typhoid fever, Widal's reaction was tried, with a negative result. On February 17 the temperature reached 102.60 F.. and was as high as 102°F. nearly every day for the next week. As no signs of pneumonia could be detected, and it was clear that the condition of the patient was not improving, it was decided to remove the tumour. On February 27 a long incision was made slightly to the left of the middle line from the pubes to 2 in. above the umbilicus, as it was desirable, if possible, to remove the suppurating tumour intact. A cystic tumour covered with adherent oedematous omentum was exposed, and without much difficulty was raised out of the abdomen. An attempt was made to separate the omentum from the tumour; but, on doing this, a large quantity of putrid, dark pus escaped fromn the cyst, which had been perforated by the suppuration, causing a sloughy condition in the omentum which covered the perforation and adhered around it. After the stinking pus, in quantity several pints, had escaped, the cyst was washed out and packed with gauze. The adherent omentum was then tied off and divided a short distance from the tumour. Several coils of small intestine were now seen adhering to the cyst; these were separated without difficulty; but it was found that one coil, which was more firmly adherent than the others, had communicated through a small hole with the cyst. The vermiform appendix was also found to be thickened and adherent to the cyst, but its lumen was not distended and did not communicate with the cyst. The perforated coil of gut was temporarily wrapped in gauze, while the ovarian cyst was removed after ligating its pedicle with silk. Then the vermiform appendix was removed, and, finally, as it was found that the hole in the intestine could not be closed Suppurating ovarian tumour, perforated into small intestine and omentum. a, suppurating ovarian cyst with two perforations; the bigger has been enlarged at operation. b, cedematous omentum, raised up from perforation by glass rod; to the right of the rod the sloughing surface of the covering omentum is seen. c, gut showing small perforation at bottom of ulcerated surface, with raised edges; above it (on the cyst) is seen the rough surface to which the gut adhered; a rod is passed into the perforation in the cyst. d, cut surface of additional piece of gut, removed to facilitate anastomosis, showing cedema of wall and mesentery. e, vermiform appendix, with thickened mesentery and inflammatory mass at end.
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by sutures, the knuckle of gut with its cedematous mesentery was cut away and an end-to-end anastomosis performed with silk sutures. To do this conveniently it was necessary to excise a further portion of the intestine, owing to the cedema of the mesentery. A drainage-tube was inserted through the lower angle of the wound, the upper part of the wound was closed with through-and-through stitches of silk-worm gut and buried fascial stitches of silk. The operation lasted one hundred and five minutes. After the operation the temperature, which had previously risen alinost every day to 1020 F. and on one day to 102,6°F., fell to normal and remained normal for three days, then gradually rose to 1000 F. on the seventh day, fell to 990 F. on the thirteenth and fourteenth days, and remained practically normal after the twenty-first day. The wound healed by first intention, except at the site of the drainage tube, where it did not completely close until April 14. The patient left the hospital quite well on April 23, and was seen iin good health several months later.
Perforation of large intestine by suppurating tumours was not very rare, and could usually be successfully treated by suturing or gauze packing. Perforation of small intestine by suppurating tumours he believed to be an extremely rare occurrence, and, owing to the extensive ulceration of the peritoneal surface, the stiffening and softening of the inflamed gut and the risks of intestinal obstruction, the above-mentioned methods of treatment would be found unsuitable. The immediate improvement and simple recovery in this extremely grave case led him to hope that his colleagues who met with a similar case would try the same treatment, which completely removed the infected tissuestumour, omentum, appendix, and gut.
The PRESIDENT congratulated Dr. Herbert Spencer on the very successful issue of a brilliantly executed piece of difficult surgery. Such a case showed that the modern gynaecologist could not limit the sphere of his operations to the pelvic organs, for frequently the complications present demanded the technical skill in manipulation of the expert abdominal operator.
